Dehydration is known to have detrimental effects on cognitive function and physical performance, as well as increasing the long-term risk of hypertension, coronary heart disease and stroke.
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Dehydration is known to have detrimental effects on cognitive function and physical performance, as well as increasing the long-term risk of hypertension, coronary heart disease and stroke. 1 A number of studies have shown inadequate nutritional and fluid intake in doctors. 2, 3 There is increasing evidence and interest in the importance of healthcare staff wellbeing and its implications for patient safety. 4 A prospective, observational cohort study was conducted on medical and nursing staff working in peri-operative and critical care medicine at a tertiary teaching hospital over a 24 hour period. Fluid balance charts were distributed to staff who were asked to complete these for the duration of their shift. Using 2500 mls as the recommended daily fluid intake 1 and average waking hours as 17, 5 147 mls/ hour was used as the standard with which to compare our results. Analysis was conducted using an unpaired Student t test.
One-hundred-and-thirty-five fluid balance charts were distributed and 79 completed, giving a response rate of 58%. Only 3.8% of staff met the recommended fluid intake (n¼3). The mean fluid intake was 76 mls/hr (± SD 32). On-call staff had a significantly lower fluid intake than those on normal shifts (24 vs. 78 mls/hr (p¼0.005)). Night staff had a higher fluid intake than day staff (93 vs. 72 mls/hr (p¼0.043)). Forty-seven percent of drinks consumed were caffeinated (± SD 35%). Staff passed urine 2.2 times per shift (± SD 1.0).
This study found inadequate fluid intake amongst most medical and nursing staff. Study participants suggested reasons such as lack of time, limited availability of drinking facilities and staffing shortages. In spite of the small sample size, with over 96% of staff not meeting the recommended fluid intake, our results have potential implications for staff and patient safety. Dehydrated staff may be unable to perform as well cognitively and risk potentially detrimental effects on their short and long-term health. This study adds weight to existing research and highlights the need for fluid promotion among healthcare staff.
Magnesium sulphate as an adjuvant to fentanyl for attenuation of intubation response This prospective, randomised, double blind study aimed to analyse the impact of magnesium sulphate (MgSO 4 ) as an adjuvant to Fentanyl to depress the intubation response.
Sixty female patients of ASA I and II undergoing elective mastectomy were randomly allocated to two groups. The study group given 30 mg/kg of MgSO 4 diluted to 20 ml i.v. before induction over ten minutes and control group 20 ml of NaCl 0.9%. The heart rate (HR), systolic blood pressure (SBP), diastolic (DAP) and mean arterial (MAP) pressures were recorded as baseline, one minute after the drug infusion, at induction, intubation, and at one minute intervals up to five minutes. Patients were induced with propofol 1% (up to 2 mg/ kg), fentanyl (2 mcg/kg) and atracurium (0.5 mg/kg). Tracheal intubation was performed on disappearance of single twitch after atracurim administration. Serum MgSO 4 levels in the study group were recorded before and two hours after giving MgSO 4 .
A clinically significant rise in HR (mean +17.23%) was observed in the study group after receiving MgSO 4 before Abstracts -e15 induction. The control group (fentanyl only) showed significant increase in SBP (13.3%), DBP (9.3%), MAP(12.89%), and HR(13.86%) after intubation. Administration of MgSO 4 and fentanyl significantly reduced the haemodynamic response as observed in study group SBP (-9.25%), DBP (À14.4%), MAP (À10.4%), HR (À1.3%) (.p<0.001). The values did not rise above the baseline at any point of observation. After two hours, the magnesium levels showed a significant rise from baseline levels (mean 16.4%), but remained within normal limits.
MgSO 4 at a dose of 30 mg/kg significantly attenuates the haemodynamic response to laryngoscopy and intubation when administered before anaesthesia induction. This dose can be safely used as an adjuvant in rapid sequence inductions on patients in which haemodynamic changes would be detrimental, such as head injury or ocular injuries.
Serial holter recordings in non-cardiac surgery patients reveal postoperative autonomic impairment within 48 hours Centre for Anaesthesia, University College London Hospitals NHS Trust, London, UK Baroreflex impairment is independently associated with excess post operation morbidity and prolonged hospitalisation. 1 This suggests a mechanistic role for autonomic dysfunction in determining perioperative outcome. However, the time course over which cardiac autonomic function changes perioperatively remains unclear. Elective surgical patients at higher risk of myocardial injury according to VISION criteria 2 (n¼119 patients) were recruited in a prospective single-centre observational study (REC16/LO/ 0635). Serial electrocardiographic (ECG) holter monitoring (Spacelabs Lifecard CF monitor, Spacelabs Healthcare) was undertaken preoperatively, 24 h and 48 h after surgery. We recorded ECG, non-invasive blood pressure and respiratory rate for 10 minutes in the lying position before repositioning the patients at 45 degrees and repeating the tests in order to assess postural autonomic changes. Cardiac autonomic function was assessed using time and frequency domain heart rate variability analyses (Pathfinder Software, Spacelabs Healthcare; Nevrokard aHRV Software). High frequency (HF) domain was used as a marker of cardiac parasympathetic activity and low frequency (LF) domain was used as an indicator of baroreflex activity. 3 For each patient, we assessed changes in autonomic function perioperatively over time and in relation to position (repeated measures ANOVA with post hoc TukeyKramer tests). Figure 4 shows the serial perioperative changes for heart rate, HF and LF (mean and 95% confidence interval). There was a significant increase in heart rate at 48h compared to the preoperative and 24h heart rate in both the lying and 45 degree position. Low frequency and high frequency both significantly decreased after surgery, but only after 24h. Our study shows that a reduction in cardiac vagal modulation develops by 48h after surgery, consistent with our previous data. 4 Loss of LF suggests the development of baroreflex dysfunction. These data suggest that autonomic impairment is acquired in the recovery period after surgery, and therefore potentially modifiable (e.g. with targeted mobilization 5 and/or other therapeutic interventions. 
